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{x1) PROVIDER/SUPPLIER/CLIA
[DENTIFICATION NUMBER:

4594

{X2) MULTIPLE CONSTRUGTION
A BURDING D4 - Kty 3UL_DINE &

B. WING

£3) DATE SURVEY
COMPLETED

WNAME OF PROVIDER OR SUPPLIER

HEALTH CEMTER AT STAMDIFER PLACE, THE

STREET ADDRESS, CITY, §TATE, ZIP CODE
2826 WALKER RD
CHATTANDDGA, TN 37424

(%4) ID SUMMARY STATEMENT OF DEFIGIENGIES 10 FROVIDER'S PLAN OF CORRECTION ()
PREFX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF|{X {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROFRINTE DATE
DEFICIENGY)
ng1g NFPA 101 LIFE SAFETY CODE STANDARD K018 Tog: X018
Doars protecting corridor apenings in other than 1) The facility will remave the louvars from 7112016
required enclosures of vertical openings, exits, or doors in B wing elevator lobby and if the C
hazardous areas shall be substantial doors, such wing clevator tohhy area
|.8s those constructed of 13/4 inch solid-bonded o
JGore wond, or capable of resisting fire for at least The facility will install Jatches on th 712016
20 minutes. Clearance batween bottom of door dietary HVAC and hot water closer ‘i“’fs
and floor covering is not excesding 1 inch. Doors e .
n fully sprinklerad smake compartments are only 2) '_ﬁhe:";;:d;?r;{u F"S:Lith:g:"fg?? ﬁim &6
required to resist the passage of simoke. There is @peblo OX LesIStlng the passage of sgioke.
o impediment to the closing of the doors. Hold 3) Maintenance staffwill be in serviced|to 817716
open devices that release when the door is recognize any door that does not meet the
pushed or pulled are permitted, Doors shall be requircments 10 resist the passage of smoke
provided with a msans suitable for keeping the and report/repair immediatcly, ;
door closed. Dutch doors meeting 19.3.6.3.6 are . ol .
permitted. Door frames shall be labefed and 4) Maintenance staff will conduct visu | Ongoing
made of steal or other materials In compliance Inspections to ensurc that corridor dyors
with 8,2.3.2.1. Roller latches are prohibitad by contine £ s the ability ta resist the
CMS regulations in all health care facilities. passage of smoke.
19.26.3 }
This STANDARD is not met as evidenced by: i
Based on observations, the facifity failed to |
maintairt the corridor doors, !
The: findings included: :
Observation on 6/22{18 at 2:00 PM, revealed two
{2) mechanical room doors not capable of
resisting the passage of smoke in the fallowing
locations:
a. Bwing -.
b. Next to the C wing elevator.
¢. Dietary HVAC door,
d. Dietary hot water closet,
(NFPA 101, 19.3.6.4)
These findings were verified by maintenance
director and acknowledged by the administrator
during the exit conference on 6/22/46, '
K029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029
88=F
One hour fire rated construction {with o hour
LABORATON CTOR'S OR BROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 041 /(XB} Tj )
_ At ’ﬁq"" ’4” Y C(/»Z/" V| )
Any daliciency statement ending with an asterisk

othar eafequards provide sufficient protestion to th
follewing the data of survey whather or net a plan
days following the date these documents are ra

program particlpation.

*} denates a deflclency which the instiiution may be excused from comrecling providing it i
e}paﬁents. (Seeinstructions.} Except for nursing homes, the findings steted above are ?sclosable g0 days

is detarmined that

i are disclosable 14
of carrection is provided, For nursing homes, the ghoave findings end plans of correstion are disclosz
e svailable to the facility. f deficiencles ara cliad, an approved plan of catraction ix requisita to canfinuad
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B7/22/2816 16:31 4234992174 PAGE 89/18
DEPARTMENT OF HEALTH AMD HUMAN SERVICES T ORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SSRVICES Oivia NO. 0938-0357

STATEMENT OF DEFIQIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION '(§<3] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:; A BUILDING 07 - 341 BUILDING 01 COMPLETED
451 B. WING OB/23/204 3
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE L
HEALTH CENTER AT STAMDIFER PLACE, THE . 23::':}'::;1{;222, TN 37324
X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN QF CORRECTION 5)
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFERegé:ﬁg!Eg gge APFROFPRIATE DATE
\ |
K028 | Gontinued From page 1 K028| fgp: K020 !
| fire-rated doors) ar an approved automatic fire |
extinguishing system in accordance with 8.4.1 1) Thefaeility installed door clasers on 13; 12016
andfor 19.3.5.4 protects hazardous areas. When Following doors: C wing "]“""‘t‘“’.gl’ 7
the approved automatic fire extinguishing system 'c‘:‘“f“‘"“a] msT’uP ha’clcf“?‘gmn?"m’
Toption is used, the areas are separated from- H‘}" A“é e STE, 00 mecham ¥
- . 1oom (main dining reom), HCAC
ather Spaces by smoke resisting partitions and B-36, North wing BVAC room, South|wving
doors. Deors are self-closing -and non-rated or tuechanical equipment roam. !
field-applied protective plates that do not exceed
48 inches from the bottom of the door are 2) Muintenance staff will inspectalt ather | 81n6
permitted. 189.3.2.1 mechanical elosets to make sure they Ave
This STANDARD is not met as evidenced by: self-closing devices. Any found will be!

Based on observations and lesting, the facility resoived, 5
?ﬁ'&%rﬁ%i?;s'rﬁmﬁf’mm@s aress. 3) Maintenance staf will be in serviced thht all - 8/7/16
Observation and testing on 6/22/16 at 8:58 AM, e vositing doors ha clasers nstalled
revealed dovrs not capable of self-closurs In the Fic ere Gperating properly. :
following locations: 4) Maintenance staff will conduct anaval | | Ongoing
a. Cwing elevator lobby mechanical room. visual inspections fo ensurc thet 31l smoke
b. D hall mechanical foom ' resisting doors have fully fimetioning ||
¢. G wing nurses station mechanica raom closers installed.

d. HVAC room (main dining room) :
e. HVAG B-36 |
. North wing HVAG room
9. South wing mechanical equipment room. :
(NFPA101, 19.3.2.1) : .
These findings were verified by maintenance
director and acknowledged by the adminlstrator !
: during the exit conference on 6/22/16, i . .

K 054 | NFPA 101, LIFE SAFETY CODE STANDARD K054 !

S§=F ) :
All required smolte detectors, including those ?
activating door hold-open devices, are approved, '
maintained, inspected and testad In accordance
with the manufacturer's specifications, 9.6.1.3
This STANDARD is not met zs evidsnoad by.
' Based on observations, the facility failed to
maintain the smoke detectors.
The findings included:
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DEPARTMENT OF HEALTH AND HUMAN SERVICES L ORM APPROVED
CENTERS FOR JEDICARE & MEDICAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDERISUPPLIER/GLIA (X2) MULTIFLE CONSTRUCTION %3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 04 « FIAIM BUILDINE 04 COMPLETED
445491 B. WING 36/232016
NAME OF PROVIDER QR SUPELIER STREET ADDRESS, GITY. STATE, ZiP CODE
| 28723 WALKER RO
5 - = a7 - O ’
HEALTH CENTER AT STANDIFER PLAGE, THE . CHATTANCOGA, Ti 37424
4) 1D SUMMARY STATEMENT OF DEFICIENGIES ib PROVIDER'S PLAN OF CORRECTION || )
PpéEJth {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX- (EACH CORRECTIVE ACTION SHOULD BE SOMTLETION |
. TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROFRIATE
DEFIGIENGY)
K034 | Continued From page 2 K054| Tag: K054 ;
1. Observation on 6/22/16 at 8:30 AM, revealed |
I ; 1} The facility has repaired the loosc smo © Q71116
?Olgr?]s simoke detector in the Staff Developrent detector in the staff development to Umdl a
. ) located the ground level setivities and the
2. Observation on 6/22/16 at 8:43 AM. revealed e ground lovel seivities nd the
smoke deteclor_s within three (3) feet of air fiow they are further than 3* of air flow ’
(supply/return) in the following locations: supply/returns, j
a. The ground level Activities room. !
b. The Respiratory Therapy. 2) Maintenance staff will inspect facility ‘ 87716
(NFPA 72, 2-3.5.1) smoke detectors and seoure any that are |
These findings were verified by maintenance staff loosc or rolecate any within 3° ofmrﬂo?v
and ackrowledged by the administrator during supply/return, '

the exit conference on 6/22/16. 3) Maintenance Directos will ensure statfand ~ 3/7/16
coatractors will Be in serviced thatnp |!
detector is to be located within 3" of g
supply/rtum and il are to he securely
fastened, : Ongaing

4) The Director of Muintenance will ensurg
that smoke detectors are installed and
mamtained properly by staff, as well as,| by
contractors.

A= — -
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T - Foag e oG VA A 1w
DEPARTMENT OF HEALTH AND HUMAN SERVICES N\%A\E@( (lg C O QR APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ' .. OVB NG, 0838-C381
_.'-_'—'-_---_-_-_ v
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERICLIA (%2) MULTIFLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BULDING D2 - BUILDING 52 COMPLETED
445711 B. WING _ BABIZ0ID
NAME OF PROVIDER QR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2625 WALKER R
HEALTH CEMTE T
EALTH CEMNTER AT STANDIFER PLACE, THE CHATTANOOGA, TN 37421
(%) iD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 5}
PREEIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K047 Teg: K047
$5=D e Al
Exit and directional signs are displayed in 1) The facility repaired/replaced the exi !_Stgns 0722116
accordance with 7.10 with contintious illumination :g:ﬁiiﬁig::” e“fg‘;‘fﬁ the d'“ﬂ:g
I s . , corri oors atf the
759 a G 2y the emergency lighting system Est 2 oo by st s
. a corrid ident .
{Indicate N/& in one story;existing occupancies anel corridor by rosident room 203 |
with le._ss thqn 30 occupants where the line of exit 2) 'The Director of Maintenance will enstie 876
trave! is obvious.) that all exit signs are fonctioning properly
‘This STANDARD is not met as svidenced by: to ensurc continuous illumination, ||
Based on observation and interview, the facility 5
failed to maintain emergency exit signs. 3) Maintenanes staff will be in serviced 8rne
) identify, end rcport, non-warking exi | '
The findings include: signage for repair/replacement in a titfsely
MmAnmer. .
: Qbservation and interview with maintenance, an . . ]
: 4 D Main i
| 8/22/16 between 8:30 AM and 3:00 PM revesled Y e virectar of Maintemanos will msire  Ongaing
: o - \ +2 that visual inspections are condusted o
&xit signs not illminated st the kitchen entering emsure proper functionality of all oxit ||
the dining room, 2 at the cross ecorridor doors at $ignage.
the east 2 entrance by the head nurse ' s office ;
and corridor by resident room 203, :
(NFPA 101, 19.2.1)(NFPA 101, 7.10.1.2) ;
These findings ware verified by the maintenance Tag: K054
direstor and acknowledged by the administrator N
during the exit conference on 8/22/16. 1) The facility has the relocated the smoks 07/18/16
K054 [ NFPA 101 LIFE SAFETY CODE S5TANDARD K 054 detoctor a the west 2 dining room to ensure
it is forther than 3* fom of air flow ||
85=D ) . supply/returns, 5
All required smoke detectors, including those
acﬁvaﬁ‘ng door hold-open devices, are approved, 2} Mnintenance st will inspect facitity 8/
maintamad, inspected and tested in accordance stnoke detectors and sectie/relocate any
with the manufacturer's specifications,  9.6.1.3 within 5° of air flow supply/retums. |
This STANDARD is nat met as gvidenced by: . s
Based on obssrvation and interview, the facility . 3) mga&ci stafiaud cm_mc‘;orr} will I;e| in grr1e
falled to maintain smoke detectors. serviced that no detector is to bo locate
t lain smoke d within 3* of & supply/retum. !
The ﬂndmgs inchude: 1) The Director of Maintsnance will ensure i
. . . . L ; that smoke detectors are instefled gnd Ongaing
Observation and interview with maintenance, on maintained propesly by staff, as wall as, by
8/22/16 at 10:22 AM revealed a smoke detector contractors.
ABOR DIRECTOR'S IR PRUVIDERISURPLIER REPRESENTATIVE'S SIGNATURE TITLE @) DA
» - R Y 3/
el 1y~ a7 4
Any deficiency statement ending with an asterisk (*) denotes a deflcieficy wilch the institutlon may be excused from correcting providing It I$ determingd that
sther safeguards provida sufficlent protestion to the Patients. (See instructions.) ‘Except for nursing homas, tha findings stated abova ara disclosable 80 doys
vliowing the date of survey whether or not a Plan of eomrection Is provided. For nursing homes, the above findings and plans of correction afe disclosable 14
1ays following the data these documents are mada avaflable ta the facility. If deficiencies are cited, an approved plan of cotrection [s requisiia to continued
rogram partieipation, \ .
“ORM CMS-2567(02-89) Previaus Versions Obsoleta Event ID: 0CY321 Facflity 181 TN3304 IF conlinuatioh sheet Page 1 of 4
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CENTERS FOR MEDICARE & MEDICAID SERVICES

=
FOR

AGE, 15718
M APPROVED

| OME NO. 0938-0301
STATEMENT OF DEFIGIENGIES | (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {43) DATE SURVEY
#ND PLAN OF CORRECT . ) !
cion DENTIFIGATION NUMBER: A. BUILDING 07 - 3U1LDING 02 + COMPLETED
4551 B, WING ([ iRt praeL T

NAME OF PROVIDER OR SURPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

MEALTH GENTER AT STANDIFER RLAGE, THE 2528 WALKER RD ;
' & THZ CHATTANOOGA, TN 27424
{x4) 1D SUMMARY STATEMENT OF DEFIGIENGIES 1D PROVIDER'S PLAN OF CORRECTION xs)
FREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) . TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY}
K054 | Continued From page 1 . K084
within 38 " of air flow at the wast 2nd floar dining i
room. ’
(MFPA 101, 19,3.4.5.1)
1.This finding was verified by the maintenance
director and acknowledged by the administrator
during the exit canference on 5722116,
K062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082{ Tag: K62
§8=D i
Required automatic sprinkler systems ara 1} The facility has t:nsta'lled escutcheon || 07221016
continugusly maintained in reliable operating sprinkler plates in the shower room by |
candition and are inspected and tested resident room 109, carridar by resident
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, T gy T showe Toom by resident
9.7.5 e ick resh
This STANDARD is not met as evidenced by: e e e quiak rosponse
. B'ased on obse_rvatian and intenfiev_v, the facility the basement and in the cmﬁdorbythF' "
fa:leq to maima;q the autamatic sprinkler system floor mechanical yoom at the east wing
in reliable operating condition. : ontrance, :
The fingings include: 2) Meintenance Director will have inspection
of buitding completed to locatc any other
Observalion and interview with maintenancs, on W‘;‘::eheadiﬂl; ;mélfg"gdﬂ plate —
/221186 betw : : OF Bny areas wi FOPELY Taix
?he fu!l{zr w;ang.een 8:30 AM and 3:00 PM revealed sprinkler heads. Repairs will be mado|ns
. ' NCCCSSArY, i
1. Observatian and interview with maintenance 3} Maintenance Director will in scrvice l
revealed escutcheon sprinkler plates missing in mainténance staff and contractars that || /7116
ihe shower room by resident roam 108, corridar esoutcheon plates are installed appropristely
by resident room 117 and shower room by and that no erea contains mixed sprinkler
resident room 128. heads. :
(NFPA 13, 6:2.7) e
2. Observation and interview with maintenance %) The fhcility 1l contifiue to meintain é} o0
revealed mixed sprinkler heads in corrider by the f:?}::ﬁ;’: spﬁn;lr:r S;:tm ;nspcctcd and  Ongoing
shop in the basement and in the comidor by the tested on 2 routine basis. !
Ist floor mechanical room at the east wing
enirance. . ;
(NFPA 13, 5.3,1.5.2)
| |
FORM GHS-2587(02-99) Provioua Verslons Obsolate Event ID: 0CYa21 Faciilty ID: TN3304 lf cantinuat]c;ln sheet Page 2 of 4
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PAGE 16/18
- . . . PHIN IED; O8/2A72046G
DEPARTMENT OF MEALTH AND HUMAN SERVICES |FORM APPROVED
CENTERS FOR MEDICARE &, MEDICAID SBERVICES QivB NQ. 09358-0381
STATEMENT OF DEPICIENGIES (X1} PROVIDER/SUPPBLIER/CLIA {*2) MULTIPLE CONSTRUCTION ('xa: DATE SURVEY
AND PLAITI OF CORRECTION " IDENTIFICATION NUMBER: A. BUILDING 02 - BULDIAE 02 COMPLETED
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
Y : 2826 WALKER RD
HEALTH CENT T &
TH CENTER AT STANDIFER RLACE, THE CHATTANOOGA, TN 37421
(X4} Io SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FLL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO3S-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
K 082 | Continued From page 2 K 062
These findings were verified by the maintenance .
director gnd acknowledged by the administrator E
during the exit conference on 6/22/16.
K 08¢ NFPA 101 LIFE SAFETY CODE STAMDARD K D54 Tag: K064 !
ss=p|" 2 :
Portable fire extinguishers shall be installed, 1) The facility has replaccd the fire ‘ 07/14/16
inspected, and maintalned in all health care extinguishers located by resident room 304
occupancies in accordarnce with 9.7 4.9 , NFPA and the east 3 cutrance corridors. !
10, ?
18.3.56, 10.3.56 2}  The facility will sleo educate to surl:: that 87116
This STANDARD is not met as evidenced by: Internations] Fire Protection
Basad on observation and interview, the facility ﬁa‘mm’t]mifﬁﬁ;’ym e T
failed to maintain f.i‘re extinguishers. mme;&]iaannw with 21l codes |
The findings inciude; 3) The fecility will continue to maintain ﬂ! B/e
. . contract with Inbemationsl Fire Protection
Observation and interview with maintenznce, on to have the fire cxtinguishers inspocted and
6/22/16 between 10:57 AM and 11:30 AM tested on a routing basis. The facility will in
| fevealed fire extinguishers were past due for the service maintenance staff to check for)|
8 year maintenance by resident room 304'and the proper testing end pressurization during the
east 3 entrance cross comidors. The fire menthly fire ‘?x"“g‘:.‘sm proventive ||
extinguisher by resident room 304 was over maintcance inspections. :
pressurized. Documentation on the fire irector of Maintenance will cnsupe Ongoing
extinguisher tags notated 6 year maintenance is 9 fﬁ‘;’;’ﬁ m;!vd fire extinguisher {
past due. maintenance is performed in 2 timely ||
(NFPA 10, 4-4.3) mammer by maintenance staff and :
. contractors. i
These findings were verified by the mainfenanca
director and acknowiedged by the administrator
during the exit conference on 6/22/18, i
K147 | NFPA 101 LIFE SAFETY GODE STANDARD - K 147 |
88=F |
Electrical wiring and equipment shall be in i
accordance with Nafional Electrical Code. 9-1.2 ;
(NFPA 99) 18.9.1, 19.9.1
This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed fo maintain electrical junction boxes.

FORM GMS-2567(02-99) Provious Verslons Obsolets
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- - , TED: Q6fed(z
 DEPARTMENT OF HEALTH AND HUMAN SERVICES r gggg’. A%ﬁé%é\?gg
~CENTERS FOR MEDICARE & iiEDICAID SERVICES QMB NO. 0238-0381
STATEMENT OF DEFICISNGIES 1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUGTION (33) UATE SURVEY
ND B, . '
AND F1L.AM OF CORREGTION IDENTIFIGATION NUMBER: A, BUILDING B2 - RUILDWIE 52 | TOMPLETED
. 085171 B. WING - OBI28IA03
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY., ETATE, ZiP CODE
- 2628 WALKER RD
FIEALTH CEMTER AT STANDIFER PL E, Tk
IFER PLACE, THE CHATTANDOGA, TN 37421
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o * PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFIGIENCY) -
K147 | Continued From pags 3 K147 Tog: K147
The findings include: -
1} The facility instelled protective covars on 07/15/16
4 Observation and interview with maintenance, on g:g;:;f;gl“s b°’“‘sb]°°“?d nthe
6/22/16 between 8:30 AM and 3:00 PM revealed (3), 120 (1), 320 (3) oo 34 el 116
covers missing off junction boxes in the ’ ’ ane . ;
mechanlcal rooms by resident rooms 116 (3 , 120 i i3 i1
{¢1), 320 (3) and mb¥2 @ 2) Melptenance staf will inspoct beiiding for gy
\ ) a }e additional junction boxes missing covers
(NFPA 70, 370-28(c)) and topair them, !
These findings were verifled by the maintenance 3) The Maintenance Director wilt in ":ficc al  BG
director and acknowledged by the adminiatrator maintenance staff and m‘“‘"‘“’;‘l.t
during the exit conference on 6/22/46. Protective covers are to bo installed Gn al
Junction boxes Ongoing
4) The Director of Maintenence will rodtinely
moniter ta ensure compliance. :
i
i
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